computed tomography revealed the massive right pleural effusion and air bubbles in it. After she was hospitalized on the same day, we immediately started antimicrobial therapy and inserted chest drainage tube with a primary diagnosis of empyema. While in a chest drainage procedure, apparent food residue was found through the chest drainage tube. For this reason, we suspected EPF, and then we urgently performed upper esophagogastroduodenoscopy. From endoscopic findings, surface at the lower oesophageal mucosa was ulcerous and irregular, suggesting highly suspicious of malignancy. In addition, large fistulous tract was also confirmed at the anal side. However, microscopic findings of mucosa did not reveal malignancy. Because of the inoperable case (patient with marginal cardiorespiratory function), we selected the endoscopic stent replacement by using the self-expandable metallic oesophageal stent to seal the fistula. 3 days after oesophageal stent was replaced, she recovered in a condition that was able to take food by mouth.
phagogastroduodenoscopy. From endoscopic findings, surface at the lower oesophageal mucosa was ulcerous and irregular, suggesting highly suspicious of malignancy. In addition, large fistulous tract was also confirmed at the anal side. However, microscopic findings of mucosa did not reveal malignancy. Because of the inoperable case (patient with marginal cardiorespiratory function), we selected the endoscopic stent replacement by using the self-expandable metallic oesophageal stent to seal the fistula. 3 days after oesophageal stent was replaced, she recovered in a condition that was able to take food by mouth.
Conclusion:
Here we report a case of empyema caused by EPF secondary to oesophageal ulcer. Oesophageal stenting is one of the considerable therapies for geriatric patients with cardiorespiratory complications. Results: A 53-year-old man who was an active smoker, work as a bus driver presented with sudden onset shortness of breath associated with productive cough for one month, fever, lethargic and weight loss 10 kg. His physical examination revealed significant fever, tachypnea, tachycardia, and decreased breath sounds over the both lung field. Investigation revealed leukocytosis (16.8 × 10 9 cell/L) with predominant granulocytes and thrombocytosis(651 × 10 9 cell/L).No lymphadenopathy. CXR showed air fluid level with bilateral lung bullae. CT thorax done suggestive of infected, fluid filled bullae with largest bullae occupied the right lower lobe(size 9.9 × 10.6 × 15.4 cm 3 ) .Chest drainage was inserted under CT guidance and pus drained 1000 mL. Sputum and pus culture were no significant growth and all tuberculosis work up also negative. He was given antibiotic for six weeks. Clinically he responded to the medical treatment.
Conclusion: Exposure to organic or inorganic dusts, industrial chemicals, and outdoor air pollution have all been postulated have greater risk for developing bullous lung disease but the most stronger association were cigarette and biomass fuel smoke exposure. Background and Aims: Dermatomyositis is a rare autoimmune inflammatory process presenting with symmetric proximal muscle weakness preceding or followed by skin lesions. We report a case of dermatomyositis initially presenting with pleural effusion before developing rashes and proximal muscle weakness.
Methods: A 46-year old female with no comorbidities presented with four weeks of anorexia described as having a metallic taste. No associated symptoms. Chest X-ray showed bilateral pleural effusion, exudative on thoracentesis. Pleural fluid analysis was negative for bacteria or malignant cells. Drainage of 1 L was done, followed by more than one week course of intravenous antibiotics. However, pleural effusion did not resolve.
Upon shifting to oral antibiotics, patient developed pruritic maculopapular rashes over the face, neck and arms which progressed despite holding antibiotics and giving antihistamines. Glucocorticoid was started. After two weeks, proximal muscle weakness of all extremities developed with the presence of 'V-sign' and 'shawl sign'. A repeat X-ray showed clearing of the effusion with no interstitial findings. ANA was positive and CKMM level was markedly high. Other rheumatologic tests were unremarkable.
Methotrexate and Glucocorticoid were then started, providing improvement of symptoms.
Results: Dermatomyositis commonly presents with rashes (100%) and proximal myopathy (95.2%). Interstitial Lung disease (ILD) may occur (28.6%) but pleural involvement is rare with only three reported cases and all were associated with ILD.
Dermatomyositis is confirmed using the Bohan and Peter Criteria and our patient qualified for a definite diagnosis.
Glucocorticoids and immunosuppressants are mainstay treatment.
Pleural effusion involvement was observed to have good response to treatment, in contrast to ILD which was associated with higher mortality thus should be ruled out in patients with pleural effusion.
Autoimmune diseases are known for classical manifestations, but rarely mimic common diseases thus high index of suspicion is warranted to avoid delays in the management. Teaching Hospital Jaffna, Sri Lanka Background and Aims: Chronic cough, is a distressing symptom with significant impairment in quality of life. In evaluating chronic cough the need for a guideline based approach with a meticulous clinical assessment cannot be over emphasized.
We report a case of a long uvula as an unusual cause of chronic cough which may have been detected earlier had a thorough physical examination was performed, avoiding many expensive and potentially life threatening investigations.
